Sir, We highlight a method of addressing the problem of lateral clavicle fracture post acromioclavicular joint reconstruction, in the presence of a ligament loop and the screw used to anchor the ligament. This is an uncommon presentation and poses a management dilemma.
After appropriate counselling with the patient, a plan of conservative treatment was proposed. 3 months later the patient returned to the clinic. He had been unable to partake in any sporting activity and had difficulty in doing his activities of daily living. At this point, the decision was taken to perform a left shoulder AC joint reconstruction on the basis of his ongoing symptoms. This was duly carried out using the Nottingham Surgilig. The lateral end of clavicle was excised during the procedure. 4 months post-operatively there were no concerns, and the patient demonstrated a good range of movement, returning to his activities. He was thus discharged.
In March 2011, the patient was tackled during a football match, sustaining an injury to the lateral end of his left clavicle. He sustained a fracture through the clavicle at the surgilig site where it is anchored to the lateral end of the clavicle with a small fragment screw.
This appeared undisplaced, the patient was otherwise asymptomatic, and hence was treated conservatively in a sling being mindful that the Ligament might cheese-wire through the fracture site. At 2 months, the patient had developed increasing pain around the fracture site [ Figure 1 ]. There was a step deformity laterally over the clavicle which was reducible. The patient also suffered with a restricted range of movement. X-rays showed osteolysis around the screw site in the clavicle, with non-union of the fracture.
This posed a problem as the lateral fragment of the clavicle was too small to be captured effectively by a plate and a repeat coracoclavicular reconstruction would have been difficult given the osteolysis around the screw.
We decided to use a clavicle hook plate (Synthes) to address this problem along with removal of the screw in the fracture site. During surgery, the loose screw was removed easily. The polyester ligament appeared to be encapsulated with fibrous tissue and was left undisturbed. The 3.5 mm hook plate spanned across the lateral clavicle fragment and was anchored below the acromion as per hook plate technique. Autogenous bone graft was used to supplement the fracture area with a screw gaining purchase in the lateral clavicle fragment. Sling was provided for 6 weeks. 14 weeks post-surgery the patient demonstrated a full range of movement without pain, no deformity and a stable AC joint. The clavicle had healed clinically and radiologically [ Figure 2 ]. We plan to remove the Hook plate electively.
We highlight a method of addressing the problem of lateral clavicle fracture post AC joint reconstruction in the presence of a ligament loop and the screw used to anchor the ligament.
The clavicle hook plate has been used as a treatment option for acute displaced lateral clavicle fractures as well as acromioclavicular joint injuries. There has been some concern particularly regarding acromial erosion, plate pull off and rotator cuff damage with the clavicle hook plate. In this particular case, the hook plate was used effectively to deal with a traumatic fracture following AC joint reconstruction with a good result. There are no similar reported cases.
Surgeons dealing with and treating these injuries need to be aware of the potentially unusual complication of fracture of the lateral clavicle through the screw site and consider using the hook plate if deemed appropriate, should they encounter this problem. This is an uncommon complication of a fracture, with adapted revision reconstruction. However, it is important that such complications are presented, to highlight any further cases of fracture through the ligament site. 
Arthroscopic assisted removal of screws from proximal humeral locking plates
Sir, Osteosynthesis using the proximal humeral locking plates has shown promising results in the management of displaced and unstable proximal humeral fractures. [1] However, unrecognized screw penetration of the humeral head during the surgery and loss of fracture reduction, especially in patients over 60 years of age, [2] resulting in screw cut out accounts for nearly one-third of all patients requiring a re-operation to remove or exchange the offending screw. We describe a minimally invasive technique for removal or exchange of prominent screws enabling surgery to be undertaken as soon as the problem is recognized.
Pre-operative planning on patients requiring removal of screws includes radiographs in two planes Anterior-Posterior (AP) and axillary lateral) to identify the prominent screw(s), which require removal. If doubt remains about the precise location of the offending screw then fluoroscopy using an image intensifier may be undertaken prior to the arthroscopy. Shoulder arthroscopy is performed in the lateral decubitis position with balanced traction. Glenohumeral arthroscopy and subacromial bursoscopy is performed using a 30° arthroscope introduced through standard posterior and postero-lateral portals respectively. Diagnostic glenohumeral arthroscopy will reveal the prominent screw(s) [ Figure 1a ] and any associated glenoid erosion [ Figure 1b] . Through subacromial bursoscopy, scar tissue overlying the plate is excised with a combination of a radiofrequency device, a shaver and a labral elevator to expose the heads of the screws [ Figure 1c ]. The screw(s) to be removed are identified and a spinal needle used to determine the position of an accessory portal, which will allow insertion of a screw driver along the axis of the screw to be removed [ Figure 1d ]. This portal, which is often at the level of the surgical neck of the humerus, is established by incising the skin only with a knife and then inserting a round-tipped arthroscopic trocar through the deeper tissues to avoid injury to branches of the axillary nerve. Axial pressure is maintained along the screwdriver to prevent disengagement of the tip of the screw driver from head of the screw. When the last few threads of the screw remain engaged the screw driver may be withdrawn and the screw held with a toothed grasper as it is removed [ Figure 1e ]. The glenohumeral joint can be examined after the screw is withdrawn to ensure that the correct screw has been removed.
